ambulation were 2.13 vs. 1.12 days. Mean day of drain removal were 3.08 vs. 2.43 days. Mean day of discharge 7.13 vs. 3.37. Post-op atelectasis was seen in 5% of ODP and 1% in RDP. Mean operative time and success rates were comparable.Mean follow up period of patients were 21.04 and 20.38 months in RDP and ODP respectively.
INTRODUCTION AND OBJECTIVES: Ureteral reconstruction of long-segment proximal and middle ureteral strictures not amenable to primary excision and anastomosis is technically difficult. Although surgical management of long distal ureteral strictures may be facilitated by well-established techniques such as a psoas hitch and Boari flap, these adjunctive maneuvers are not as readily available for use during proximal and middle ureteral repair. We described our multi-institutional experience with robotic ureteral reconstruction (RUR) for long-segment (>4 cm) proximal and middle ureteral strictures.
METHODS: We retrospectively reviewed our multi-institutional database to identify all patients with proximal and/or middle ureteral strictures greater than 4 cm who underwent RUR at two institutions between 3/2015 and 6/2018. Patients with long ureteral strictures that involved the distal ureter were excluded. The method used to facilitate a tension-free anastomosis was determined by the primary surgeon depending on clinical history and intraoperative findings. Postoperatively, all patients were assessed for: clinical success: the absence of flank pain; and radiological success, the absence of obstruction on imaging.
RESULTS: Twelve patients met inclusion criteria for our analysis. The median stricture length was 4.5 cm . With regards to RUR with grafting, 8/12 patients underwent buccal mucosa graft ureteroplasty and 1/12 patient underwent both buccal muscoa and appendiceal graft ureteroplasty. Of the patients that underwent buccal mucosa graft ureteroplasty, 2/8 (25%) patients required a concomitant downward nephropexy and 1/8 (12.5%) patients required a psoas hitch. With regards to RUR without grafting, 1/12 (8.3%) patients underwent ureteroureterostomy with downward nephropexy and 2/12 (16.7%) patients underwent ureteral reimplantation with psoas hitch and Boari flap. The median operative time was 224 minutes , and estimated blood loss was 100 (IQR 50-125). There were no intraoperative complications. The median length of stay was 2 days (IQR 1.8-3.3). There were no major postoperative complications (Clavien >2). At a median follow-up of 9 months (IQR 7-20), 12/12 (100%) cases were clinically and radiologically successful.
CONCLUSIONS: Although surgical management of longsegment proximal and middle ureteral strictures is difficult, RUR may be performed with excellent intermediate-term outcomes. For such cases, reconstructive urologists must be familiar with grafting, and mobilizing the kidney and bladder to facilitate a tension-free anastomosis.
Source of Funding: None

MP61-11 IS ROUTINE POST-OP IMAGING NECESSARY IN THE FIRST YEAR AFTER URETERONEOCYSTOSTOMY?
Sapan Ambani*, Peyton Skupin, Bahaa Malaeb, Paholo Barboglio-Romo, John Stoffel, Ann Arbor, MI INTRODUCTION AND OBJECTIVES: Ureteroneocystostomy (UN) for stricture disease is routinely followed by surveillance imaging after stent removal to detect recurrent obstruction. There is a lack of standardization for post-operative imaging, and the utility of imaging has yet to be proven. We aimed to determine whether postoperative imaging assisted in the detection of recurrent obstruction after UN.
METHODS: Adult patients were identified who underwent a UN with or without psoas hitch or Boari flap between January 2012 and April 2018. Patients who underwent a bilateral procedure, had active malignancy, or were lost to follow up after stent removal were excluded. Using the initial imaging study after stent removal, patients were categorized into normal, equivocal, and obstruction groups according to predefined radiologic criteria ( Figure) . Patients with normal or equivocal initial imaging were followed longitudinally to determine whether they subsequently developed radiographic evidence of obstruction. Followup protocol varied by surgeon and was defined by the plan outlined at the time of stent removal. Follow up visits were reviewed for patient complaints of possible post-operative obstruction, defined as flank/abdominal pain, hematuria, UTI.
RESULTS: Ninety-seven patients met inclusion criteria. Primary UN was performed in 38 patients, psoas hitch in 17 patients, and Boari flap in 42 patients. Five patients demonstrated obstruction on initial imaging after stent removal, all of whom necessitated imaging earlier than planned due to symptoms. Normal and equivocal initial imaging was seen in 82 and 10 patients respectively (Figure) . Univariate analysis between groups demonstrated no difference in demographics, intra-operative outcomes, post-operative complications, readmission, or failure. At a mean radiologic follow up of 17.2 months, 1 patient developed recurrent obstruction, which was later found to be due to malignancy rather than stricture recurrence.
CONCLUSIONS: Asymptomatic patients after UN who had either normal or equivocal post-operative imaging did not benefit from additional radiologic testing in this cohort. All patients that demonstrated failure presented with symptomatic obstruction that warranted imaging. Surgeons may consider imaging only symptomatic patients after the initial post-operative period. Vol. 201, No. 4S, Supplement, Sunday, May 5, 2019 THE JOURNAL OF UROLOGY Ò e881
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